British hospital medicine, or more specifically British surgery, is at present sorely tried on the issue of clinical competence. The President of the Royal College of Surgeons of England has declared that the profession is experiencing a cultural earthquakel, and the British Medical Journal, referring to the Bristol case, ambitiously predicts that British medicine will be transformed2. Corrective effort is certainly underway. The General Medical Council is setting guidelines on practice3 and extending its remit to include assessment of performance4'5. The Senate of Surgery of Great Britain and Ireland apparently supports the GMC's proposal to introduce revalidation of con-sultants6, and urges greater team workingl. In parallel, the Government proposes to underpin clinical governance and to monitor clinical performance through a Commission for Health Improvement, and has created a National Institute of Clinical Excellence7. As a natural consequence the consultant contract is under scrutiny8 9. There is nothing new about variability in surgical performance. It was ever thus, but contemporary mores have exposed it, particularly when the outcome is as dramatic and as readily accessible as death. There are, however, many other indices of surgical quality that are less obvious to the public. Examples in general surgery include rates of wound infection, anastomotic breakdown and local recurrence after cancer surgery. Surgeons who are ignorant of their incidence of complications, or fail to address them, have so far been unlikely to have their performance seriously questioned-despite the advent of clinical audit (inconsistently applied) and clinical directorates, both of which lack powers of coercion. In addition, hospitals are rife with tales of operative misadventure and inappropriate manoeuvres. Surgical colleagues are ready to deplore in private but fail to take action, partly out of professional loyalty but more importantly because mechanisms of intervention are not in place. The current climate of emotion has clearly focused attention and the resulting initiatives are welcome, but certain factors that impinge on clinical and surgical excellence have not yet been aired.
The status of surgical excellence During my professional lifetime, surgical skill became devalued. Some forty years ago, Scottish academic departments were putting out the message that clinical surgery was hardly an adequate intellectual challenge: the more worthy pursuit was research, mainly in the laboratory. In truth, surgical mediocrity is not much of a challenge but excellence is of another world. That is not to decry research, clinical research in particular; but, as an obligatory part of surgical training, it intrudes conceptually, and in terms of time, with the prime objectives of clinical competence and surgical craftsmanship. Research effort, even when trivial scientifically, assumes unjustified importance in advancement, and tends to be jettisoned promptly when a consultant appointment has been secured. During years of sitting on NHS consultant appointment committees, I saw research effort earnestly probed while clinical talent and expertise, admittedly difficult to measure, was tacitly assumed. Surely it should be possible to inculcate objectivity, logic, and research methodology during five years of undergraduate tuition, as well as during postgraduate surgical training, without an obligatory period of postgraduate research and the writing of a higher degree. The influence of a period of research on subsequent clinical practice remains speculative, and all too often, as a previous mentor of mine (Hugh Dudley) put it, 'the scientific mantle is shed at the ward door'.
The NHS career vacuum and private practice After years of effort culminating in a consultant appointment, usually in the mid-30s, the pinnacle of the NHS career structure has been scaled, and for those who are clinically ambitious (in contrast to the academically inclined) a career vacuum developsl. The vacuum is naturally and customarily filled by the wide-open vista of success in a harsher commercial clime, and with the added frisson of competition. There is an overt attitude that a consultant has not cut his teeth until he has made his way in the marketplace. The attractions are almost irresistible. Aside from money (the most tangible inducement) and independence, status is gained from being in demand, and from interchange with the influential, which may bear fruit in terms of social interaction, coveted by some. The challenge is certainly inviting, and, as the money rolls in, the notion of professional success and fulfilment is potently enhanced. The NHS as an ideal system of hospital care Yet hospital care is ideally provided within the NHS. To provide clinical care without the intrusion of a fee is a privilege; and consultants depend on the NHS for their training, on NHS junior staff for the formation of an interactive team, and on NHS facilities and multidisciplinary expertise when resources in private sites become inadequate. The NHS also offers the only environment in which hospital specialists can fulfil the additional obligations of teaching, training, audit, and clinical research in short the advancement of their specialty. Clearly the more time spent in private practice, the less is available for such activities, and divided loyalty saps commitment to the NHS. In addition, much of a consultant's time in private practice is spent on trivialities, which in terms of overall healthcare is an inefficient use of the most highly skilled personnel. For those motivated to aspire to professional excellence in its various elements the demand on commitment is almost unlimited, and a combination of NHS with private work undoubtedly conflicts with these ideals.
Recognition of clinical excellence and the role of the merit award system
If there is to be a transformation, clinical and technical excellence as the main career objective must be reaffirmed. It should also be the most important criterion of advancement in the NHS, and should be tangibly rewarded in terms of status, authority and salary. But are not the merit award and discretionary points schemes designed to serve just this purpose, by rewarding clinical excellence? They do indeed provide some incentive, but they do not compete realistically (and were never intended to) with the financial and other attractions of private practice. In addition, despite undoubted effort, they are not universally perceived as equable or adequately transparent; and more significantly, they confer neither obvious status nor clinical authority.
Consultant independence is outdated
The principle of complete clinical and managerial independence of consultants, and the notion of equality from the moment of assuming a consultant appointment, can no longer be defended. As a consequence of reduced working hours and the resulting cross-over requirement, the traditional apprenticeship system of training has gone. Despite efforts to make training more active, it has become undesirably fragmented. Consultants of the immediate future will have had less exposure to continuity of care and considerably less clinical and operative experience than in the past: they will take time to gain maturity. An NHS career structure The surgical establishment defends clinical independence in the same breath as urging greater team working1, for consultants presumably; but do successful teams not depend on effective leadership? The foregoing observations are the basis of my argument for the introduction of a competitive NHS career structure, with progression on merit, towards a position of authority within a clinical department. Such departments or units would have to be small enough to be manageable in terms of defining, implementing and reviewing overall clinical policies, analysing outcome, organizing training, and ordering the subdivision of surgical work and responsibility according to levels of skill and experience. Senior posts would have to be created in sufficient number to become a realistic objective. A hierarchical system, although it has never been looked upon with enthusiasm by the profession, has other attractions. First and most important, the prospect of advancement to a position of clinical authority with recognizable status and commensurate financial reward would create a new career challenge to compete with that of private work. As Drife has said, 'humans are programmed to be hierarchical and doctors are naturally competitive'10. A tangible prospect of career advancement would exploit these traits and divert their inherent energy towards the NHS. It would attract some of those who see themselves primarily as clinicians and with ambition to set standards, to innovate, and to lead. At present such individuals have limited scope for influence even within their particular service. Secondly, although national leadership is catered for, local leadership within non-academic units is ill-defined or lacking. In my view, hospital specialists would welcome leadership provided it was based on clinical reputation. Thirdly, the attainment of seniority on the basis of open competition should entrain managerial respect and strengthen administrative structure. Fourthly, a competitive career structure would encourage the movement of talented individuals between centres nationally or even internationally. Finally, although the argument is based upon surgical experience and the proposed changes are particularly relevant to surgery, there are no obvious reasons why it should not apply to other specialties. An NHS career structure and private practice
The NHS is itself now a major provider of private care, so how would private care fit in with the proposed career structure? Despite the predatory features of private practice, the freedom of those who wish to engage in it must be defended, as well as the freedom of patients to purchase it. However, the conflict of interest that adversely affects NHS hospital care, a topic upon which New Labour has been remarkably silent, can be addressed within the design of a career structure. The option of a sessional contract for grades below the most senior, with freedom to undertake private work as at present, could be retained. In exchange the prospect of leadership within the NHS would be foregone. By contrast, for senior specialists a full-time contract to an NHS trust would be essential, but with liberty to see and treat private patients within that trust's facilities. Clinicians who are the leaders in their specialty need not be denied the right to treat private patients if they wish to do so. Similarly, private patients need not be denied access to perceived excellence.
An NHS career structure-additional considerations Change towards a hospital career structure would clearly require much more detailed consideration of the particulars and, incidentally, would make it opportune to abandon the outmoded title, consultant. Assessment of clinical and technical expertise, hitherto glossed over, would have to be more critically addressed than at present, and criteria would have to be defined. The duration of tenure, means of appraisal of performance, and mechanisms of downgrading would also require definition. A career structure would also have considerable financial implications, in that substantially increased remuneration for the most senior grade would be an essential feature of a revised salary scale. It could be financed at least in part by revision or phased withdrawal of the merit award system in favour of reward on competitive and transparent grounds.
Women-how far still to go?
In an article entitled 'The Cost of being a Woman' Haas1 concludes that women have fared worse than men in terms of health improvements; moreover, even in the USA, female academics with children continue to face numerous obstacles in their careers2. How far has the lot of women improved in the lessening of sickness and death from childbearing, in treatment of disease, in gaining equal opportunities in education and employment?
In reproduction, the lessening of danger has been tremendous. A hundred years ago, fewer than one in three women survived repeated childbirth to reach the menopause3. In the UK in the 1920s, one mother died per 200 births4; at present, one dies for every 13 000 births5. In India, maternal mortality is one in 1706; in Sri Lanka one in 15007; in African mothers in South Africa one in 4008. In this measure of health/illhealth, as in so many others, there are enormous differences in risk between the well and the poorly circumstanced. In the USA a white girl at the riskiest young age of [10] [11] [12] [13] [14] years is 30% more likely to survive her pregnancy and produce a healthy baby than an African-American woman at the healthiest age, 20-29 years9.
Among infants, in centuries past, mortality was as high as one or two out of three10. Nowadays, in western populations, 99% of infants reach their second birthday11.
In Uganda the proportion is 85%12, in South Africa 93%8; remarkably, in Kerala, a poor but enlightened State in India, the proportion is 98%13. In the survival time of children, a prominent influencing factor is the mother's level of education. Data from eighty-two developing countries indicate that for every extra year a woman stays at school she reduces her children's risk of early death by 7-9%14.
There has been an enormous fall in size of family. In western countries, many now living will remember the days when among the poor (who constituted the huge majority) four or more children were common. Today in Italy most families have only one child or none15 far below the replacement level of 2.2. In Spain the current average is 1.2, with childbearing starting at 30 years16. An editorial in the British Medical Journal invited us to contemplate a one child world17. Among developing populations, in Thailand, between 1965 and 1987, the average family fell from 6.6 to 2.2 children18. In an enquiry on the intentions of a series of African matriculation girls in Soweto, Johannesburg, most
